Background: Today, there has been a growing prevalence of oral diseases among children. Coming to know mothers' attitude toward and awareness of this issue can shed light on their weaknesses and can help the healthcare staff to address those weaknesses in specific relevant instructions. Therefore, the present research aimed to explore the attitude and awareness of the oral hygiene of children aged 1-6-year-old among mothers who visited Bandar Abbas healthcare centers. Materials and Methods: This descriptive-analytical study was conducted on 300 mothers of children 1-6-year-old who visited at Bandar Abbas healthcare centers. The sample selection followed a stratified method. The data was collected via a questionnaire comprised of demographic information, awareness (24 items) and attitude (22 items) sections. The exclusion criteria were one's unwillingness to participant in the study. Data were analyzed via SPSS 19 with the required statistical tests, descriptive statistics, Chi-square, Correlation, One-way ANOVA, and regression. Result: The mean awareness score of the sample was estimated at 14.76±3.261 while the mean score of attitudes was 92.58±9.522. Statistically significant correlations were found between mother's awareness and education (P-value=0.001), mother's occupation (P-value=0.024), father's occupation (P-value=0.039), socioeconomic status (P-value=0.003) and the number of children (P-value=0.01). Conclusion: The present findings led to some suggestions to raise the mother's awareness. These suggestions include holding educational classes and handing out pamphlets and brochures.
Introduction
T he human oral cavity is often affected much more frequently than other body organs and; therefore, requires more care (1) .Tooth decay is among the most prevalent human diseases that threaten all age and gender groups. However, certain age groups are more prone to tooth decay due to physiological conditions (2) . In any community, children are more prone to oral and dental diseases such as decay, mal-occlusion, maxillofacial anomalies, periodontal, and alveolar diseases. If appropriate preventive measures are not taken at the right time, one and one's family are faced with severe physical, social, and psychological consequences for children and other family members (3) . The preterm decay of primary teeth causes chewing and speaking problems along with psychological problems in children (4) . The global rate of preterm decay of primary teeth in among children aged 1-6 years has been reported to range from 6% to 90% (5) . Some other research shows a higher rate of dental decay among children and adolescents in developing countries than the developed. As an instance, the prevalence of tooth decay among 4-year-old children in such countries as China or India was estimated at 53% and 46% in Africa. However, this rate is equal to 32% in England and 22% in Italy (6) . An investigation of oral hygiene among children aged 3-6 years shows that Iranian children pass their third year of life with two erupted teeth and their sixth year of life with five erupted teeth (7) . Tooth decay often begins at infancy. Its symptoms, might be latent to the child, the family, and even the dentist. Oral and dental hygiene should start early at childhood as it is the right amount of care taken of primary teeth that are capable of guaranteeing the growth of healthy permanent teeth (8) . Unfortunately, parents often neglect primary teeth and visit the den- tist only when there are much pain, and the child's face is swollen due to a severe abscessed tooth. On such occasions, there is no way but to extract the primary tooth (9) . During childhood, parents especially mothers play a key role in the child's oral and dental hygiene. Their health-care provision can establish life-long healthy behaviors in a child's prospects (10) . Mothers have always been the key to improve child's oral and dental health. Their participation in oral/dental health programs can help to reduce children's dental decay (11) . Some number of recommendations have been made concerning oral/dental hygiene including regular brushing, use of fluoride tooth paste, use of dental floss and regular visit to the dentist (12) . As children lack the required cognitive and behavioral skills in brushing correctly, parents are recommended to help children show hygienic behaviors at least until they reach the school age (13) . That makes parents' especially mothers' awareness of oral/dental hygiene was important. Moreover, awareness affects one's attitude and acts as the basis of correct hygienic behaviors (14) . Therefore, knowing about mothers' awareness, attitude, and current hygienic behaviors can shed light on their weaknesses. If these issues are emphasized more than before, they can help improve hygienic attitude and behaviors, and indirectly affect children's health (15) . Thus, the present research aimed to explore the awareness of and attitude toward child oral hygiene among mothers of children aged 1-6 years.
Materials and methods
This descriptive-analytical was conducted in 2016. Its target population was all mothers who visited at Bandar Abbas healthcare centers and had a 1-6-year-old child. The exclusion criteria was one's unwillingness to participate in the research. The sample selection followed a proportionate stratified sampling method. The strata were derived from 12 medical centers and 21 healthcare centers, which were divided into five groups concerning their geographic location (northern, southern, eastern, western and central). Then from each geographical area, one healthcare or medical center was selected randomly. The required sample size was determined following the procedure suggested by Nazari and Taherpour (1). The sample size was estimated to 277 (16) . and to on the safe side, it was finally assumed to 300. Sixty medical records were randomly selected from each healthcare or medical center and entered the study. From among all the medical records of children aged 1-6 years who visited at centers, the required number was selected and their mothers were contacted on the phone and were asked to attend the healthcare center at a specific date to fill out the questionnaire. The data collection instrument was a tripartite questionnaire: The first section involved demographic information such as age, mother's education, the total number of children, mother's occupation, father's occupation, socio-economic status, place of residence, number of 1-6-year-old children, and the child's gender. The second section consisted of 24 multiple choice items (one correct and three incorrect choices). This section dealt with such issues as the importance of primary teeth, primary tooth decay and how to prevent it, oral/dental hygiene of children. Each correct answer would receive 1 while each incorrect answer would be rated as zero. Considering the total number of items included and their scores, the minimum and maximum scores could be 0 and 24, respectively. A score between 0 and 8 show a low awareness; a score ranging between 9 and 16 was an average-level of awareness; one ranging from 17 to 24 imply an acceptable level of awareness. The third section addressed attitude and was comprised of 22 items which enquired about the importance of taking care of primary teeth, brushing correctly and using dental floss children aged 1-6 years. The attitude items were rated on a 5-level Likert scale (totally agree, agree, undecided, disagree, totally disagree). Each item rated between 1 to 5. Considering the number of items within the questionnaire and their rating, the minimum and maximum scores are 22 and 110, respectively. A score ranging from 22 to 44 are interpreted as low; between 44 to 70 as average-level attitude; a score between 70 to 110 imply acceptable level. The reliability and validity of the questionnaire were established in the previous study (16) . The collected data entered SPSS version 19 for statistical analyses. Descriptive statistics, chi-square test, correlation coefficient, one-way ANO-VA (and Kruskal-Wallis when needed) were applied. The significance level was set at P-value˂0.05.
Result
In this research, 300 mothers participated who visited at healthcare centers was enrolled. All of the research participants answered the questionnaire completely. The mean age of the mothers was 30±8.64 years while that of the children was 3.20±1.597 years. Two hundred and fifty-eight subjects (86%) were housewives, and 42 (14%) were employed. Two hundred and eighty-three fathers (94.3%) were employed, and 17 (5.7%) were unemployed. Nine (3%) mothers were illiterate; 41 (13.7%) had an elementary school degree; 51 (17%) held a junior high school degree; 117 (39%) had a diploma and 82 (27.3%) had academic degree. Overall, 50 subjects (16.7%) were illiterate or had an elementary school degree; 168 (56%) had junior high school or high school degree; 82 (27.3%) had academic degree. Two hundred and thirty-eight subjects (79.3% of families) were urban residents while 62 (20.7%) were rural residents. As for gender, 151 (50.3%) of children were female while 149 children (49.7%) were male. Concerning the number of children aged 1-6 years, 258 subjects (86%) had one child; 37 subjects (12.3%) had two children, and 5 subjects (1.7%) had 3-5 children. A vast majority of the participating mothers (n=249, 83%) had 1-2 children; 46 mothers (15.3%) had 3-4 children, and 5 (1.7%) had 6-7 children. The mean awareness and attitude scores were estimated 14.76±3.261 and 92.58±9.522, respectively. The different levels of awareness and attitude of the mothers are included in Table 1 . Our results showed a statistically significant correlation between mother's education and level of awareness (P-value=0.001). Similarly, parents' occupation and level of awareness showed significantly correlated (P-value=0.024 and P-value=0.039, respectively). Similarity, awareness and socio-economic status showed a significant correlation (P-value=0.003). Also, the number of children and awareness were significantly correlated (P-value=0.010). The distribution of subjects' responses to awareness items are indicated in Table 2 .
Discussion
The present research sought to explore mothers' awareness and attitude toward the oral/dental hygiene of children aged 1-6 years. The present results revealed that 3.3% of the subjects had low awareness. This finding is consistent with that of Rabiei et al., Naderifar et al., Nazari and Taherpour and Ansari Moghadam et al. (1, 9, 12, 17) . However, this finding disagrees with some other research including Balali Mibodi et al. and Faezi et al. (18, 19) . Such a difference may be due to the diffrent target populations as the research just mentioned was conducted on social workers and students. The present research found that 188 subjects (62.7%) had an average-level awareness. This finding is consistent with the results reported by Soltani et al., Balali Meibodi et al., Ansari Moghaddam et al. and Chu (7, 12, 18, 20) . However, it is at odds with Naderifar et al., Rabiei et al. and Mirrzaei Aleviche et al. (9, 12, 17, 18, 20, 21) . Different settings of the research can explain this difference as this body of literature has been conducted in metropolises such as Yazd, Zahedan, and Isfahan. The present findings showed that 24% of the subjects (n=102) have an acceptable level of awareness. This finding has been consistent with the results reported by Chu et al. and Ansari Moghadam. However, it showed to be contrary What age permeant teeth start to grow 68%
Need to brush teeth 90%
The most effective substances on tooth decay 92%
The best time to start brushing 50.7%
The best time to brush teeth during the day 86.3%
When to use dental floss 46.3%
When to replace the old brush with a new 74%
What to use to clean between the teeth 39.3%
Features of a good toothpaste 81.7%
When to start using toothpaste for child 43.7%
Role of toothpaste 89.7%
Effect of fluoride on teeth 80%
Length of dental floss 3.3%
How to use dental floss 36%
Where to use dental floss 76%
When to take the child to see a dentist for the first time to that of Soltani et al., Naderifar et al., Nazari and Taherpour, and Balali Meibodi et al. (1, 7, 9, 12, 18, 20) . These different findings can be explained by the different research samples or the temporal setting of the research. Raising mothers' awareness can be a key factor involved in the child's general health. Mother's oral/ dental health can also affect that of her children. Raising mothers' awareness through communicating oral/dental hygienic issues can improve their healthy behaviors and reduce tooth decay in children (18) . In this study, most of the present subjects (99.7%) had a positive attitude toward child oral/dental health. None had a low attitude toward this issue. Mother's positive attitude can be seen as a strength to promote child's oral/dental health as attitude is a potential factor involved in the initiation and continuation of healthy behaviors. (1, 7, 9, 12, 17, 18, 25, 26, 27) . Fifty percent of mothers with a university degree enjoyed an acceptable level of awareness. An investigation by Ansari Moghadam et al. revealed a statistically significant positive correlation between mothers' education and awareness of oral/dental health issues. This research showed that those with a university degree showed a significantly higher level of awareness than the illiterate or those with an elementary school, junior high school or a high school degree (12) . In their research, Naderifar et al observed that 50% of illiterate mothers had a low level of awareness (9) . The consistency of findings with this respect shows that mother's education affects her awareness of the child's oral/dental health (22) . Education is among the key socioeconomic factors that affect one's awareness, attitude and skills required to take the right measures and show the right healthy behaviors (13) . The present research also showed that mother's occupation and level of awareness of oral/dental health were significantly correlated. Working at the social level might have affected mothers' awareness and the extent to which they follow oral/dental health issues. With this respect the present finding agrees with a body of research including Naderifar et al., Soltani et al., Ghandehari et al. and Rabiei et al. (7, 9, 17, 22) . These all are rooted in mother's social role and access to more information about oral/ dental health that provided for housewives. Ghandehari et al found a significantly lower level of decay, missed, filled and teeth among children with working mothers that the housewives. This research mentioned the higher education of working mothers as the main factor involved in the child's better oral/dental health. It also appears that the working mothers' better socioeconomic status and more contact with society provided them with more access to instructional information and finally raised their awareness far more than the housewives (7) . In the present study, mother's socioeconomic status showed to be significantly correlated with their awareness which is consistent with the results reported by Rabiei et al., and Chhabra et al. (17, 28) . The evidence provided by Kate in England, Demaio in Argentina and Kondo in Japan shows that income plays a key role in health as people of high-income countries enjoy better general health (7). King et al. maintained that about 75% of children were diagnosed with tooth decay. They drew attention to the necessity of planning preventive programs and holding educational courses on oral/dental health to improve oral/dental health in low-income families (29) .It was shown that children in higher-income families especially those with working mothers enjoyed regular visits paid to a dentist and better use oral/dental health facilities (10) . A review of the subjects' answers to the awareness items within the questionnaire revealed that: 86.4% of the subjects answered the item on "the role of teeth" in body health correctly. Also, 59.7% were not aware of the number of primary teeth while in some other research by Haghnegahdar and Aidenlou (22) , only 19% of mothers were aware of the number of primary teeth. Also, 33% of the subjects answered the item on "what to do with a tooth decay" correctly while 67% were unaware of what to do under such circumstances. Also, 31.7% of the participating mothers were not aware of when the permanent teeth start to grow while 68.3% were aware of this issue. However, in Haghnegahdar and Aidenlou study, 52% were aware of when the first permanent tooth starts to grow. In another investigation by Mahmoud et al., when the first permanent tooth starts to grow in Pakistan is the same as in Africa, and it occurs at a lower age than other parts of the world (30) . Forty-nine points three percentof mothers in the present study were unaware of the best time to start brushing child's teeth while 50.7% were aware of that. In Haghnegahdar and Aidenlou study, 54% of the participating mothers showed awareensse of this issue (27 13.7% answered it incorrectly. Moreover, 43.7% of mothers in the present study answered the item "when to start using tooth paste for the child" correctly while 56.3% answered it incorrectly. As for the item exploring "how often to take the child to see a dentist", 70.3% answered correctly and only 29.7% were unaware of the answer. In industrially developed countries such as Denmark, more than 90% of children visit a dentist every six months. On the other hand, in developing countries such as Kuwait, only 37% of children pay annual visits to dentists that need to be attended carefully (32) . The present results revealed that 74.3% of subjects were unaware of "at what age to take the child to see a dentist for the first time". The results of some other research in Iran showed that about 90% of children visiting a dentist for the first time were above three years of age. Ansari Moghadam et al. maintained that 9.4% of mothers took their one-year-old child to a dentist for examination (12) . The recommended age for visiting a dentist for the first time is the first year of life to be continued on a regular basis every six months (13) .
Conclusion
The present findings drew attention to the effect of mothers' positive attitude toward the child's oral/dental hygiene. As mothers dramatically influence family health, their positive attitude and high awareness of oral/dental health can help improve oral/dental health and prevent related diseases in children, other family members and finally the whole society. It can cut down on the direct and indirect costs of oral/dental diseases. It is, therefore, suggested that healthcare centers and mass media make educational interventions. Educational courses can be held, and pamphlets or brochures can be handed out to raise mothers' awareness especially during pregnancy since pregnancy is the best time for any change of attitude or awareness and consequently one's behavior regarding the child's oral/dental health. The present research, not unlike many other studies, had certain limitations. As an instance, we are not able to generalize the present results to all mothers in society as it can be only limited to mothers of children aged 1-6 years at Bandar Abbas. One limitation of the present study was that the subjects were limited subjects that visited at Bandar Abbas healthcare centers, which difficult to generalize the results to the whole population of mothers in society. Future studies are suggested to be conducted with a larger sample of urban and rural healthcare centers.
